Currently, one in 11 women develop breast cancer (American Cancer Society, 1982) , The ratio was one in 15 six years ago (Kushner, 1975) and one in14 in 1977 (Thier, 1977) . Breast cancer is the most common type of cancer in women, as well as the leading cause of cancer mortality in women in the United States. The American Cancer Society predicts 115,000 new cases of breast cancer will be detected in the United States in 1985; of these, 37,000 women will die (American Cancer Society, 1985) .
Despite these alarming statistics many surveys indicate that Breast Self Examination (SSE) is not being practiced regularly by women in the United States. According to a 1980 national survey on breast cancer only 29% of the women surveyed practiced SSE regularly (American Cancer Society, 1980) . The American Cancer Society plans to launch "Breast Cancer Detection Awareness" programs to make health professionals increasingly aware of the need to educate and inform the public on breast cancer screening procedures (American Cancer Society, 1985) .
Early detection continues to be the best hope for reducing long-term morbidity and mortality related to breast 228 cancer. As the primary health care provider in the work setting, the occupational health nurse has the opportunity and responsibility to develop BSE educational programs to promote this potentially life prolonging practice. To do this effectively the occupational nurse must be cognizant of the knowledge level and attitudes of women toward breast cancer, arid toward SSE practice.
Studies related to BSE have been conducted in hospitals, physicians' offices, clinics and community settings, but studies in the worksite have been limited. The womens Health Committee of the Carolina Healthstyles Project conducted a survey to: (1) examine the characteristics of working women who incorporated monthly SSE into their routine health practice; (2) determine the perceived susceptibility to breast cancer and effect of knowledge of breast cancer on SSE practice; and (3) explore the barriers that influenced the regular practice of SSE.
HEALTH BELIEF MODEL
The Health Belief Model (HBM) provided the major theoretical framework for the study questionnaire. The HBM attempts to explain and predict health-related behaviors resulting from the combination of attitudes related to four concepts:
1. Perceived susceptibility refers to a person's view of the likelihood of experiencing a potentially harmful condition.
Perceived seriousness is concerned
with how threatening the condition is to the person.
3. Perceived benefit focuses on the effectiveness of specific behavior in reducing the threat of the condition.
4.
Perceived barriers relate to the negative aspect of the anticipated behavior (Rossenstock, 1974) .
The study population consisted of adult women employed in four state agencies with a population of approximately 3,500 women. Questionnaires were mailed to 708 women, a 20% random sample of the study population during the summer of 1983. Completed questionnaires were returned by 483 women which resulted in a response rate of 66%.
DEMOGRAPHIC DATA
The study population was primarily white women (82%), between the ages of 30 and 49 (53%), and with Protestant affiliation (89%). Fifty percent of the women had no children, 34% identified themselves as professionals, and 39% as clerical personnel. Seventy-five percent of the sample had a total annual family income above $15,000. Most of the participants (67%) reported post high school education. The respondents were generally better educated and a higher income level than the general population <Table 1).
CHARACTERISTICS OF THE WOMEN
Forty-four percent of the respondents reported practicing SSE at least once a month. This percentage is somewhat higher than that reported in previous AAOHN JOURNAL
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studies ; Foster, Lange, Costanza, Warden. Carleton, & Yeates (1978) , 32% and Celentano & Holtzman (1983) , 38.3%, and the American Cancer Society (1983), 29%. Professional women and those in managerial and clerical positions tended to report a higher percentage (39%) of BSE practice than women employed in semi-skilled and unskilled positions (29%).
There is a clear relationship between age and frequency of BSE practice (Table 2 ). In this population the highest rate of practice (59%) occurred in the age 50 and older group. Similarly, the proportion of women who had never performed SSE decreased from 18% in the 19 to 29-year-old group to 6% in the 50 and older group. This finding is quite different from Celentano and Holtzman (983) and Foster et aI., (1978) who found the lowest practice rates, 22% and 20% respectively, in the over 50 age group. This study population was relatively well educated and this may have influenced the findings .
.An analysis of frequency of practice by race revealed that a higher percentage of non-white women performed BSE at least once a month (53%), while the practice rate for white women was 40%. These findings support Celentano and Holtzman's (1983) higher non-white practice rate (46.2%).
PERCEIVED SUSCEPTIBILITY AND SERIOUSNESS
Responses related to perceived susceptibility indicated that 74% of the women revealed an increase in their perception of susceptibility when a friend, relative, or public figure was diagnosed as having breast cancer. Seventy-two percent disagreed with the statement, "There are so many things that could happen to me that it's pointless to think about anyone thing like breast cancer."
Seventy percent indicated that the older they got the more they thought about the possibility of getting breast cancer some day. Most women (64%) believed they had an average chance of developing breast cancer. Although one third of the sample had family members or friends who had experienced breast lumps, biopsies, and/or had breast cancer diagnosed, this group reported average perceived susceptibility. 68 
PERCEIVED BENEFITS
The majority of those responding (68%) revealed that they believed that if women examined their breasts regularly there would be fewer deaths from breast cancer. Eighty-seven percent disagreed with the statement, "whether I find a lump in my breast myselfdoesn't really matter because it's too late anyway." A majority (76%) believed they could help control their own health by routinely performing BSE. Seventy-seven percent indicated they did not believe BSE is an embarrassing thing to do. While a small majority (57%) strongly disagreed with the idea that BSE makes them worry unnecessarily about breast cancer, a substantial number (21%) agreed that BSE caused them to worry more than they ordinarilywould. • Persistent enlargement of a lymph node in the armpit. • Or, any change in the breast that appears to be unrelated to one's menstrual cycle. The sample was well informed. Most women recognized some symptoms of breast cancer. The recognition of symp-toms ranged from an individual high of 99% to a low of 29%. Discharge from the nipple, scaliness of skin around the nipple, and dimpling or puckering of breast skin were symptoms less often recognized by the respondents. Older women were somewhat more knowledgeable about scaliness and to a lesser (Table 3 ). Because these are usually late signs of breast cancer and are associated with other disorders, women may tend to disregard their significance.
KNOWLEDGE OF BREAST CANCER AND BREAST CANCER SYMPTOMS
In response to the question "what time of the month do you usually examine your breast:' 36% indicated they performed BSE only when they thought about it and 20% performed BSE at the time recommended by the American Cancer Society A total of 42% did not examine their breast at the recommended time. Thus, despite the reported high rate of BSE practice (44%), responses confirm lack of adherence to the recommended practice regime.
In determining sources of information about BSE practice, women of all ages indicated their physician as the major source of information (90%). The second most frequently cited source was magazine articles (81%) with television ranking third (78%). The nurse was ranked fourth at 66% and the American Cancer Society Booklet ranked fifth at 65%. The data indicated that the nurse is not seen as a primary source of information regarding BSE. Although the nurse is in direct contact with female clients in most health care settings, the data support the lack of attention most nurses give to BSE instruction.
BARRIERS TO BSE PRACTICE
The responses to "Why would you say that you don't do BSE," indicated that the major barrier is being too busy (55%), followed by not knowing why (41%), Other important reasons given included never having been shown ho'vY, fear of finding a lump, and "I would rather not think of breast cancer at all" (Figure 1) .
Confidence in performing BSE correctlyand the ability to detect changes in breast tissue was reported by 62% of the study population. However, 28% of those who practiced were not confident. A stepwise multiple regression model was used to determine the relationship between frequency of BSE practice, confidence and social influence. The best predictor was confidence with an Rsquare of .0842. The most important social influence was the spouse or significant other. Even though the spouse or significant other was the most influential in BSE practice, 50% of the sample did not want this person to MAY 1986; VOL. 34, NO. 5 Confident (N = 188) Very Confident (N 58) help them perform BSE (Figure 2) .
The intent to practice was measured by the question, "If you were shown the proper way to do BSE and were given information about it, do you think that you would do it on a regular basis?" Sixty-two percent stated they would practice BSE, 13% indicated they would not practice and 25% did not know if they would or would not practice.
SUMMARY
In summary, findings revealed that the younger women had less knowledge about breast cancer and did not practice BSE as often as the older women in the sample. The older women were generally aware of the benefits of BSE and believed they could affect their health with regular SSE practice. The reported practice rate of the study participants was higher than the practice rate reported by the American Cancer study sample but the accuracy level of the study participant's practice is unsubstantiated. The most frequently cited barrier to SSE practice was "too busy" followed by "I don't know." Because the spouse or significant other was reported as potentially influencing BSE practice their impact on reducing the barriers is unknown. Sixty-two percent of the respondents indicated they The results of this particular survey have provided the Carolina Healthstyle Committee with data to develop educational programs based on an accurate assessment of the knowledge level, attitudes and beliefs, and practice behaviors of a specific target population of working women. These data have enabled the committee to set priorities in planning BSE educational offering designed to meet the needs of this population of women.
Breast Self-Examination educational programs offered in the work settings without careful assessment of the particular needs of the specific population are ineffective, because knowledge, attitudes, and beliefs influence the practice of BSE. Analysis of these factors must be linked to program planning. BSE programs will be effective only to the extent that they influence the practice of BSE. The occupational health nurse must plan educational strategies based on the assessment and analysis of the specific needs of women.
There should be continued emphasis on the importance of early detection as the best hope for reducing long-term morbidity and mortality related to breast BREAST SELF-EXAMINATION 1. In bath or shower.
Fingers flat, move opposite hand gently overeach breast. Check for lumps, hard knots, thickening.
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About a week after your period, practice this self-examination.
In front of a mirror.
Observe breasts. Arms at sides. Raise arms high overhead. Any change in nipples, contours, swelling, dimpling of skin? Palms on hips: press down firmly to flex chest muscles.
Lying down.
Pillow underright shoulder, right hand behind head.Lefthand fingers nat, press gently In small circular motions starting at 12 o'clock. Make aboutthree circles moving closer to andIncluding nipple. Repeat on left.
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